Objective. The Chilean quality assurance (QA) program evaluation took place in July 1999, at the request of the Chilean Ministry of Health. The main objectives of the evaluation were to identify key aspects of the 8-year-old Chilean QA program that could be considered by other countries and to make strategic recommendations.
An evaluation of the Chilean quality assurance (QA) program network of quality coaches and quality committees. The MOH appointed staff at the Primary Health Care Department took place in July 1999, with the agreement of the Chilean to direct the QA program. The Quality Assurance Project Ministry of Health (MOH). The main goal was to identify was funded by the US Agency for International Development the key ingredients and lessons learned from the program's (USAID), with a budget of $500 000 to assist the Chilean sustainability that could be considered for use by other QA program. countries. A second task was to make strategic reThe Chilean authorities established the following guiding commendations to enable the 8-year-old program to re-orient principles at the outset of the program's implementation: and strengthen its main activities. The evaluation focused on essential factors identified by a group of QA project experts
(1) The effort would be national in scope as important for sustaining a national QA program, such as (2) Participation in the QA program would be voluntary the enabling environment, QA management and leadership, (3) Improvements would be achieved at all levels of the and QA technical and support functions. system From July 1991 to 1994, the Quality Assurance Project (4) A broad array of health personnel would be involved (Center for Human Services, USA) worked in Chile to help (5) Existing technical and administrative lines of authority would be respected launch a national QA program by building a countrywide Phase II emphasized decentralization and institutionalization of QA in the health servicios. (3) Phase III: Quality and Norms Unit of the Ministry of Health (March 1995 to March 1997 . External technical assistance ended in December 1994, and the QA program moved to a third stage: continued decentralization and the permanent incorporation of QA functions within the MOH through the creation of a Quality and Norms Unit. (4) Phase IV: Quality and Regulation Unit (March 1997 to present). In March 1997, in the context of the health sector's reform process, the Quality and Norms Unit was re-named the Quality and Regulation Unit. The new unit assumed the responsibility of developing the 
Evaluation design and methods
Based on these principles, the QA program team developed
The evaluation team consisted of two consultants from the a plan of activities, which included:
Quality Assurance Project and a regional consultant from the (1) Organizing a national conference with representatives Costa Rican MOH. There was also a close collaboration with from all the regions and Health Services, as well the national QA director. Six regions (out of 13) and seven as from universities, non-governmental organizations health servicios were visited (out of 29 servicios in the (NGOs), and the private sector, to introduce QA country). There are several 'municipios' (municipial districts) concepts and methods, and motivating local health in each servicio. The team studied both ministerial and authorities to develop their own QA plans and ac-municipal health care networks, as well as four different types tivities. of hospital. The regions visited and evaluated were chosen (2) Supporting training of health care providers in QA purposefully after discussion and consensus with the Quality skills by working with regions and health 'servicios' and Regulation Unit in order to obtain a balanced sample of (geographically defined administrative units within a regions, facilities, and QA performance (representing both region), and organizing and conducting local QA train-the north and south of the country, all four types of facilities, ing courses. and strong and weak QA programs). (3) Promoting and supporting the development of quality
The evaluation plan was based on an evaluation framework committees at the servicio-and facility-levels to plan that had been developed by the Quality Assurance Project, and direct local QA activities. and tested and refined in previous evaluations. The logical (4) Identifying and training quality monitors throughout framework of evaluation was divided into technical quality the country to provide technical support for QA assurance areas, support areas for the QA program, and training and quality improvement (QI) activities at the environmental factors linked to the success or failure of the regional and servicio levels. program. It included specific questions for each area, data sources, methods of data collection, and recommended in-A major consideration was that the QA program had to dicators. be financially and technically self-sustaining within a short
The evaluation team conducted an extensive document period. When Quality Assurance Project support for the review at the Quality and Regulation Unit of the Chilean program ended in March 1995, the MOH decided to create MOH, and conducted site visits using structured and una new QA Unit. In 1997, it became the Quality and Regulation structured interviews. In addition, two new tools were inUnit and was officially placed within the Division of Personal troduced: appreciative inquiry and self-assessment (for details Health in the MOH (see Figure 1 ). The phases of the QA of the evaluation framework and tools, see [1] ). program's development are:
The evaluation was conducted in the context of the goals of health reform and the QA program's role in supporting (1) Phase I: donor-funded project (March 1991 to September 1993 . The QA program was launched as a it (national-level indicators). For example, decentralized program implementation resulted in different local quality plans donor-funded project in July 1991, with a national QA awareness and basic skills training conference. Initial and indicators that were taken into consideration. Also, because the QA program had grown rapidly and was conactivities emphasized team building, skills development, and QI project development. sidered successful by many, the evaluation looked for factors that might be associated with any successes that might be (2) Phase II: QA program (September 1993 to March 1995 . September 1993 saw an end to outside funding considered for replication by other countries. To this end, document and record reviews were complemented by group for the QA program and the challenge of sustainability. and individual interviews with staff at all levels of the health satisfaction; the survey also collects information on patients' wishes for infrastructure improvement. An inter-ministerial system. The team did not evaluate specifically the impact on quality of care, but attempted to gather anecdotal evidence committee for 'public management modernization' defines quality policy, determines the public services orientation, and that quality of care had improved within services.
fosters citizens' participation in health care. The committee manages the National Quality Award for Public Services.
Results

QA management and leadership
The evaluation team found that Chile's QA program had been Formal QA organization and leadership is decentralized to successful in achieving sustainability and institutionalization. the level of the health servicios and municipalities. CentralThis can provide important lessons for other countries. The level MOH leadership focuses on regulation and has an evaluation noted several key factors that contributed to these indirect, administrative relationship with the servicios and the achievements: the enabling environment, QA management municipalities. In regions where the health leadership of the and leadership, QA technical functions, and QA support servicio or municipality has chosen to collaborate closely functions. with the Quality and Regulation Unit, the relationship and collaboration are strong, and vice versa.
Enabling environment
The evaluation team determined that the more powerful aspects of leadership were the informal ones. Interestingly, Historically, Chile has been a health care leader in Latin interactions among the QA professionals were quite inAmerica, emphasizing promotion of healthy behaviors, predependent of the formal health system organization and vention of illness, primary care, and high quality medical leadership. The glue holding the Chilean QA effort together education. The evaluation team believed that the political, extended far beyond the formal QA structure and orsocial, and health environment surrounding the program ganization. In Chile, QA is a movement of highly committed contributed significantly to its success, as explained below. public health specialists led by a charismatic leader. Chilean QA professionals have a strong sense of responsibility for Health sector reform worked synergistically with the quality improvement and patient satisfaction. However, this initiation of QA leadership still resides mainly with nurses and other nonDuring 1997, the health sector identified priority public health physicians. Physicians should play a greater role so that problems in Chile for the 1997-2000 period, and defined clinical issues will be addressed more effectively. program priorities, strategies, and activities to be carried out [2] . The intent was to reposition the role of public health in QA program technical functions health care administrative and financial decisions operating in a decentralized environment. National health priority setting Quality improvement (QI) targeted rational use, social participation, equity, improvement Chilean QI efforts have consisted mainly of small-scale in quality, and user satisfaction. The management of health projects focused more on infrastructure problems and less care delivery throughout the country was to be conducted on clinical issues. Over 630 QI projects have been completed on the basis of 28 specific administrative agreements (see or are underway, although the work has not been documented Figure 2 for an example) with the central level of the Ministry. systematically. If disseminated, such documentation of both The evaluation team found that while only one agreement successful and unsuccessful efforts would contribute to genaddressed quality of care issues directly, approximately 60% of eral knowledge of QA and innovations. Spontaneous dethem included quality issues. The evaluation team considered velopment of QA activities at the facility level may not inclusion of quality in health management agreements to be necessarily target key health priorities or complex orimportant evidence of the institutionalization of QA.
ganizational problems. A sample of problems addressed in Chile are organized in four classes and presented in Table 1 . Other entities supported the MOH in seeking quality For several years prior to the evaluation, the majority of Quality assessment and monitoring
The QA program is officially called the Quality Assessment Chilean universities (e.g. Chile, Católica, Valparaíso, Concepción) had been developing pre-service training modules and Monitoring Program, reflecting the MOH QA unit's commitment to these two major QA functions. But quality in QA. The National Health Fund (FONASA) had edited a patient's rights booklet (Carta de Derecho del Paciente) and was assessment in Chile seems to be mostly synonymous with client satisfaction, frequently measured through local surveys, certifying facilities that applied these principles. The MOH created the Norms and Regulations Department in 1992 as and used by decision makers to define strategies and select QI problems. With few exceptions, teams regularly create an accreditation unit. The accreditation process began in 1998 and the accreditation of specific programs started in 1999.
and use indicators. In fact, using indicators has become part of the culture. Administrative agreements have management Furthermore, in 1998 the MOH created the Servicio de Atención al Usuario (SATUS). This central unit focuses on user indicators; QI projects have process and outcome indicators.
New norms published by the MOH propose a series of satisfaction and functions independently of the QA unit. SATUS financed and conducted a national survey on patient related indicators.
Administrative Agreement No. 25 (1999) ''Orient the public management to the satisfaction of users''
Objective: Quality-of-care improvement in relation to national and local health priorities
Activities:
• Develop an orientation for the implementation of projects and activities of quality improvement consistent with national health priorities • Produce and disseminate documents with methodologies to measure quality and patient satisfaction • Monitor project development and quality improvement activities within health servicios 2 Figure 2 Sample administrative agreement. Administrative agreements were negotiated within the central level of the Ministry of Health to articulate national health care priorities and to define quality standards and indicators to guide the regions, servicios, and facilities in planning how to achieve those priorities. The agreements specified levels of responsibility for adequate and timely provision of priority health care services, and the requisite resources and technical and administrative support. Standards and regulations unit that follow a specific framework. The new edition Major progress has occurred in Chile in the development of norms now consistently includes two complementary and use of standards. Since 1997, one objective of the MOH documents: a supervision instrument (checklist) for efficiently QA unit has been to provide an inventory of the existing evaluating processes, and a monitoring plan with a complete health standards and other regulations, and to promote expert set of indicators (input, process, sentinel, and impact). work on new clinical standards, norms, and manuals as needed. Ten books that included the National Health Priorities QA program support functions regulatory documents were printed and distributed to the Training entire public health system, with the purpose of facilitating Training, focusing on QI techniques, was a fundamental supervision and monitoring of health worker performance. strategy for the QA program from its inception. Overall, A special assessment instrument is also used to integrate >11 000 individuals-20% of the MOH work force-have evaluation, monitoring, and regulation.
been trained in QA through 300 workshops (see Table 2 ). In August 1998, the MOH published its official document:
During the 5 years before the evaluation, local health auCriteria, Standards and Indicators for the Assessment and Monitoring thorities assumed QA training responsibilities, contributing of National Health Priorities [3] . Since 1998, new standards and norms have been developed under the authority of the QA greatly to program sustainability. Problem selection, operational problem definition, and the the country through the central QA unit. The conference has received very positive evaluations from initiation of a problem-solving cycle generally occurred during the 4-day basic QA course, with the support of the coaches.
participants. Additional mechanisms should be used to allow local health teams to share, visit, and compare At the end of the course, trainees frequently committed themselves to fully implementing a QI project. The coaches successes (benchmarking). (2) The month of quality. Since 1998, 367 different acfollow up with the QI teams (trainees who pursue their commitments) to support them and ensure completion of tivities, comprising conferences, mural exhibits, and leaflets, for both internal and external clients, have the cycle. The central QA unit has developed a set of 19 QA training modules. QI teams use them, especially the ones on been held or disseminated during the annual month of quality: 24 of the country's 29 health servicios the QA conceptual framework, quality improvement cycle, user satisfaction, group work and leadership, quality plan participate in these. (3) Incentives. Chile has implemented a number of rewards development, training of coaches, and supervision. The QA training also strengthened the management skills of Chilean or incentives. These include a National Prize for Quality in Public Services, The Day of Excellence in Health, health managers, especially at the peripheral levels.
the Zepeda Award (an incentive for monitors who participate in training), and local recognition of inCoaching The evaluation team viewed coaches as a key element in the dividuals and teams. decentralization of the program and its sustainability. The program has created a countrywide network of 784 coaches, Institutionalization and sustainability who evaluate and monitor the QI teams continuously. At the The evaluation team found that quality assurance and quality time of the evaluation, 75% of the coaches who had been of care issues are central to the health system in Chile. To a trained were still active. large degree, this is due to the strengths of the MOH's QA program. The typical sequence of activities observed to ensure Dissemination/communication the institutionalization of QA within the region are: Starting with the QA unit of the MOH, there is constant communication with all sectors of the health system. The
(1) Creation of quality committees at the regional, servicio, and facility levels QA unit provides feedback through formal and informal communication. The evaluation team found that the unit (2) Implementation of a quality assessment at the facility level provides timely responses, recommendations suited to the needs of the quality projects that the teams are addressing, (3) Development of a quality plan at regional and facility levels and fosters openness and leadership of participants. Both regional and central efforts promote the program through (4) Setting up and maintaining functioning quality improvement teams participatory forums, such as: (1) The National Conference on Health Services Quality; (2) The 'month of quality'; and (5) Developing quality projects (6) Evaluating and monitoring quality projects (3) incentives.
(1) The National Conference on Health Services Quality.
QA is effectively implemented through a decentralized process in 13 regions and the 29 health servicios. At the time The QA program has conducted a 1-week long conference to publicize different quality projects annually of the evaluation, 80% of the servicios had defined quality plans and quality committees. Most of the quality plans since 1994. This effort has had a great impact on the development of the program and on involving new are included within the health plans developed by servicio management. participants, including politicians, mayors, and representatives of municipalities and other administrative
The program experienced a turning point at the end of the Quality Assurance Project's technical assistance in bodies. All of the QA projects presented at the conference are documented and disseminated throughout December 1994. Enabled by the decentralized system and
